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Spirituality, Religion, and Clinical Care*
Daniel P. Sulmasy, MD, PhD

Interest in the relationship between spirituality, religion, and clinical care has increased in the
last 15 years, but clinicians need more concrete guidance about this topic. This article defines
spirituality and religion, identifies the fundamental spiritual issues that serious illness raises for
patients, and argues that physicians have a moral obligation to address patients’ spiritual
concerns. Religions often provide patients with specific moral guidance about a variety of medical
issues and prescribe rituals that are important to patients. Religious coping can be both positive
and negative, and it can impact patient care. This article provides concrete advice about taking
a spiritual history, ethical boundaries, whether to pray with patients, and when to refer patients
to chaplains or to their own personal clergy.
(CHEST 2009; 135:1634 –1642)
Key words: medical ethics; religion; spirituality

Editor’s note: This review addresses the ninth topic in the core
curriculum of the ongoing Medical Ethics series.—Constantine A.
Manthous, MD, FCCP, Section Editor, Medical Ethics.

riting something comprehensive about religion
W and
medicine in a single article is impossible.
The world’s religions are too many and too diverse,
the relevant topics too numerous, and the relationship between medicine and religion too complex.
The best one can hope for is a broad treatment of
common themes and a few signposts directing readers
to the appropriate resources. To narrow the scope a bit,
this article focuses on religion and the care of the
critically ill and those at the end of life. It also focuses
mainly on Jewish and Christian beliefs and practices
while touching on multiple other faiths and also considering the needs of those who profess no religion.
Religion is the oldest form of medical practice.
The shaman was the traditional tribal healer, whose
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treatments were religious rituals.1 Eastern cultures
have tended to preserve this link between religion
and health care, although the influence of Western
medicine and culture has had a significant impact
even in Asian nations.2–7
In the West, where the Judeo-Christian heritage
has been dominant, the relationship between religion and scientific medicine began as a perfect
marriage but has grown increasingly strained over
the last several centuries. Firm in the belief that only
Yahweh could heal, and distrustful of the idolatry
associated with the practices of physicians before the
Hellenic occupation (2 Chronicles 16:12), ancient
Judaism only recognized the moral legitimacy of
healing by physicians, rather than priests, with the
introduction of “scientific” Hippocratic medicine.1
Scientific medicine made it possible to reconcile
belief in God as healer with the practice of medicine
by physicians through an understanding of God as
the inspiration and source for the physician’s knowledge, and as the Creator of the world’s healing
resources, such as medicinal herbs (Sirach [Ben Sira]
38:1-15). This Jewish view, in its essential outlines,
was later adopted by early Christianity.8 In the
Western world, tensions between medicine and religion can be traced back to the Enlightenment. Only
in the last half century, however, has it become
common for outspoken critics to castigate religion as
either largely irrelevant or sometimes even harmful
to medical progress and good clinical care.9,10 None-

1634

Medical Ethics

Downloaded from chestjournal.chestpubs.org at University of Chicago on November 3, 2010
© 2009 American College of Chest Physicians

theless, in the last 15 years, there has been a great
resurgence of interest in spirituality, religion, and
health care, both among the public and within the
healing professions.11–14

Spirituality and Religion
Spirituality and religion are related but conceptually different. I define spirituality as the ways in
which a person habitually conducts his or her life in
relationship to the question of transcendence. A
religion, by contrast, is a set of beliefs, texts, rituals,
and other practices that a particular community
shares regarding its relationship with the transcendent. Spirituality is thus simultaneously a broader
concept than religion and a narrower concept than
religion. It is broader in the sense that all religious
and even nonreligious persons confront the question
of transcendence, and so the term is compatible with
all forms of religious belief and even the rejection of
religion. Spirituality is narrower than religion, however, in the sense that, because only persons can
engage questions of transcendence, each relationship with the transcendent will always be unique and
spirituality ultimately personal. Even within a given
religion, there will be as many spiritualities as there
are individuals.
Growing numbers of Americans consider themselves “spiritual but not religious.”15 Although this
represents a challenge for organized religion, it is
also true that many millions of Americans (more than
in most Western nations) are regular practitioners of
particular religions and find in their religions sources
of meaning and spiritual wisdom.16 It is important to
note that those who consider themselves spiritual but
not religious will also have genuine spiritual needs.
And it goes without saying that plenty of people who
are “religious but not spiritual,” for whom religious
practice does not foster a genuine relationship with
the transcendent, may still need to grow spiritually
within their faith traditions.17
Religious traditions have a great deal of accumulated
wisdom to impart regarding the profound spiritual
questions that illness and death raise for patients.
Patients who are seriously ill, even if estranged from
the religions in which they were raised, may still find
comfort in some connection to their religious traditions.
The primary spiritual questions that illness raises
are about meaning, value, and relationship.18 Questions about meaning include the “Why me?” questions; questions about the meaning of suffering, life,
death, purpose, and afterlife. Questions about value
encompass those that illness raises regarding a person’s worth; the value one has (or may not have)
when disfigured, dependent, unproductive, or othwww.chestjournal.org

erwise afflicted in ways that undermine what society
typically values. Questions about relationship encompass those that illness raises about a person’s
relationships, the need for reconciliation with those
from whom one might be estranged, and the need to
know that despite illness or impending death one is
connected in important ways to family, friends,
community, and possibly beyond. All these questions
engender a series of finite responses that lead one, at
the limit, to the brink of transcendence: the lingering
meta-question of whether there is a nonfinite answer
at the end of each series of finite responses. These
questions arise for both patients of all religious
persuasions and those who profess no religious beliefs. And these questions are inevitably occasioned
by a person’s confrontation with serious illness or
injury and the looming possibility of death.

Why Should Health-Care Professionals
Attend to the Spiritual Concerns of
Patients?
The nature of the conditions treated by pulmonary
and critical care physicians seems to raise spiritual
questions in a particularly acute way.19 Some clinicians, however, might acknowledge that the spiritual
concerns of patients are important but question
whether physicians, nurses, or other health-care
professionals have any duty to attend to these concerns. Why not leave spirituality to families, clergy,
and chaplains?
For several reasons, I would argue that clinicians
have a moral obligation to attend to their patients’
spiritual needs.1 First, if physicians and other healthcare professionals have sworn to treat patients to the
best of their ability and judgment, and the best care
treats patients as whole persons, then to treat patients in a way that ignores the fundamental meaning
that the patient sees in suffering, healing, life, and
death is to treat patients superficially and to fall short
of the best ability and judgment. The encounter
between physicians and patients is imbued with an
interpersonal significance that is itself, in many
religious traditions, an encounter with the sacred.
Respect for patients ought to entail attention to
meaning that the patient assigns to the encounter
with illness and the relationship with the clinician.
Second, sometimes clinicians are in the best position
to elicit the most serious spiritual and religious
concerns of patients. Many patients are frightened
by their condition and its meaning. They may, for a
variety of complex reasons ranging from fear to guilt
to the cognitive effects of serious illness, neglect to
request a visit from a chaplain. An astute clinician
might discover that the patient is in a serious spiriCHEST / 135 / 6 / JUNE, 2009
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Table 1—Useful Acronyms for Obtaining a Spiritual
History
FICA (Puchalski20)
F: Faith and beliefs
I: Importance of spirituality in the patient’s life
C: Spiritual community of support
A: How does the patient wish spiritual issues to be addressed in
his or her care?
SPIRIT (Maugans21)
S: Spiritual belief system
P: Personal spirituality
I: Integration with a spiritual community
R: Ritualized practices and restrictions
I: Implications for medical care
T: Terminal events planning

tual crisis and make the appropriate referrals. Third,
sometimes spiritual issues may be interfering with
treatment and patients may not be readily forthcoming about the reasons. For example, a patient with
uterine cancer may believe she is being punished
by God for an abortion she had as a teenager and
might therefore fatalistically refuse treatment. An
astute, sensitive clinician can uncover such a problem and make referrals that help patients to cope
with the spiritual and religious aspects of their
conditions.
For these reasons, all clinicians, regardless of
whether they are themselves religious, ought to be
able to elicit a spiritual history from a patient and
make proper referrals to clergy or others who are
experts in the delivery of spiritual care. Several
acronyms have been developed to help clinicians to
do so, and two are presented in Table 1.20,21 These
serve as reminders of the kinds of spiritual issues that
clinicians ought to be able to address with patients.
Like many such acronyms, they are often most useful
for novice learners.22 With greater experience, one
might find that simpler, open-ended questions, such
as “What role does spirituality or religion play in your
life?” may prove more natural for beginning these
conversations, simply and quickly eliciting the same
information as in an acronym.
Religious Observance and Health-Care
Outcomes
Multiple well-designed studies (that control for
confounding factors such as the fact that religions
often proscribe unhealthy behaviors) have demonstrated that patients who attend religious services,
independent of denomination, have better long-term
health-care outcomes.23–28 Religiosity and spiritual
experiences are especially associated with better
mental health outcomes.29,30

However, these research findings are not a sufficient moral warrant for any attempt by physicians to
encourage religious practice as something “medically
indicated” for health. First, this practice tends to
trivialize religion, making the transcendent subservient to the mundane rather than vice versa. Second,
the psychology of religion has long noted a difference between intrinsic religiosity (by which a religion
is practiced for its own sake) and extrinsic religiosity
(by which a religion is practiced for some other
reason, such as social acceptability).17 It is unclear
whether health benefits would accrue for persons
who were not previously religious but began practicing for an extrinsic reason such as the health benefits.
The only way to answer this question would be via a
trial in which patients were randomly assigned to
religious practice or no religious practice, a study
that (for obvious moral reasons) ought never to be
done. Finally, if religion is free to be religion, then it
can, in fact, be very bad for one’s health, sometimes
even calling for heroic sacrifices. One need not go
further than Jesus of Nazareth or Mohandas Gandhi
to appreciate this truth.
Accordingly, data on health-care outcomes and
religion provide useful prognostic information but
ought not be used to justify using the power of the
white coat to encourage religious practice by patients.

Spirituality, Religion, and Ethics
Compounding the error of conflating spirituality
with religion, many persons, including many religious persons, tend to view religions as primarily
groups of people who adhere to a variety of strict
moral codes. It is not uncommon, for instance, for
house officers who are asked to describe a case in
which religious or spiritual issues are at play to
present a case of a moral dilemma involving a
conflict between the patient’s religious beliefs and
“scientific” medical advice. Taylor has described how
historical forces in the West have succeeded in
“taming” religion by reducing its social function to
the maintenance of good moral order in the secular
state.31 The primary function of religion, however, is
not to provide a moral code but to mediate an
encounter with the sacred. Given that encounter,
behavior changes. Religious communities interpret
together how their shared answers to the foundational spiritual questions of meaning, value, and
relationship ought to affect the behavior of adherents
to that faith. Subsequently, religions do tend to
prescribe and proscribe many behaviors, including,
importantly, many medically related behaviors. Spirituality does provide a motivation to act morally, a
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Table 2—Selected Ethical Beliefs of Some Religions Regarding Particular Issues in Care at the End of Life
Religion

Issue/Practice

Orthodox Judaism

Ventilator support

Roman Catholicism

Foregoing artificial hydration
and nutrition

Jehovah’s Witnesses

Blood transfusion

Islam
Buddhism

Assisted suicide and
euthanasia
Brain death

Hinduism

Autopsies

Southern Baptist

Advance directives

Teaching
Most Orthodox Jews oppose withdrawing but support may be withheld if the patient is
very close to death. Reform and Conservative Jews tend to be more liberal
May forgo if it is ineffective, more burdensome than beneficial, or not reasonably
available. Stable patients in persistent vegetative state, in the absence of
complicating circumstances, are not considered to be dying, and artificial hydration
and nutrition cannot be withdrawn in these cases
Transfusion violates scriptural ban on “eating blood.” Many Jehovah’s Witnesses
permit purified blood products such as albumin and clotting factors
Strictly forbidden, although the withholding and withdrawing of life-sustaining
treatments is permitted
Not clearly defined without a central moral authority, and although the notion is
accepted by some, it is strongly resisted in many Buddhist communities, especially
in Japan
Hindus believe autopsies disturb the still aware soul that has just separated from the
body and should therefore be avoided unless required by law
Distrustful of living wills: suspect they may be misused to make quality-of-life
judgments. Health-care power of attorney is preferred or an alternative document
called a will to live

context for cultivating a life of virtue, and a perspective by which to view the affective and interpersonal
contours of a moral life. Nonetheless, religion and
spirituality are far more comprehensive than the
moral code with which they are associated.32 For
example, an Orthodox Jew may refuse to authorize
discontinuation of ventilator support for his wife not
simply because it is part of his moral code, but
because he belongs to a community of believers who
equate breath with the spirit that Yahweh breathed
on the chaos before creation and the life Yahweh
breathed into the nostrils of the first human being,
Adam. If one is fully to appreciate and respect a
patient’s religiously motivated moral code, one must
understand that the moral code is secondary to the
patient’s underlying spirituality and religious sense.

the religious commitments of patients.40 Table 2
shows some representative views of a few religious
denominations regarding some of these issues. Two
important cautions are worth noting, however. First,
not all patients fully understand the beliefs of their
own denominations about particular ethical issues,
and so pastoral care staff or the patient’s own clergy
can sometimes be of enormous help in clarifying for
patients what their own traditions hold to be true.
Second, even if a particular patient’s religious denomination holds a certain belief as a matter of
dogma, this does not automatically mean that the
individual patient will hold that particular belief.
One must always ask the individual. Sometimes, this
will even require interviewing the patient apart from
family or clergy or members of a religious community who might be pressuring the patient to profess a
belief with serious health consequences.

Religion and Specific Issues in Medical
Ethics
These caveats notwithstanding, most religions do
give their adherents specific guidance regarding
ethical issues that occur in the course of medical
care. Surveys tend to show that attitudes about a
number of issues, such as the use of feeding tubes
and physician-assisted suicide, vary according to
religious denomination, particularly if one selects
those members of the denomination who report
some behavioral commitment to that religion, such
as attendance at worship services or strength of
belief.33–39 Space limitations preclude a fuller discussion, but one should also note that the religious
commitments of clinicians are associated with their
moral beliefs and attitudes every bit as much as are
www.chestjournal.org

Religious Practices Regarding Illness and
Death
Death is a profound, inevitable, and mysterious
aspect of the human condition. It raises the foundational spiritual question of whether there is anything
about human existence that transcends the moment
of death. The world’s religions all attempt to explain
the reality of death and prescribe rituals before and
after death. Table 3 lists a representative sample of
some of these practices. Respect for patients requires respectful attention to their specific religious
needs at the time of death. Sometimes this will
require, where not otherwise contraindicated, relaxing hospital rules about visiting hours, number of
CHEST / 135 / 6 / JUNE, 2009
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Table 3—Selected Specific Religious Practices for
Patients Who Are Dying
Buddhism: Opportunity to chant or to hear others chanting if the
patient is unable
Catholicism: Sacrament of the sick (requires a priest); viaticum
(communion)
Hinduism: Use of mala (prayer beads); strong preference to die at
home
Islam: Opportunity to die facing Mecca; to be surrounded by many
loved ones
Judaism: Opportunity to pray Vidui (confessional prayer) and the
Shema

visitors, or the disposition of bodies immediately
after death. As growing numbers of Muslims, Hindus, and Buddhists immigrate to the United States,
some rudimentary knowledge of the customs of
these religions becomes increasingly important.
Religious Coping
Spirituality has an impact on patients’ ability to
cope with illness.41 For many individuals, spiritual
beliefs and practices provide a source of comfort,
supply a font of wisdom to help make sense of what
seems otherwise senseless, and prescribe a ritual
pathway for addressing the basic spiritual questions
of meaning, value, and relationship. However, not all
religious coping is positive. Some patients view the
deity as distant and uncaring. Others, as described
earlier, may see God as punishing them for their own
transgressions or those of their forebears. Negative
religious coping has been associated with worse
medical outcomes, and positive religious coping has
not been as consistently linked with improved
health-care outcomes in the face of specific illnesses.42– 44 Because it may be possible for clergy or
others to intervene to help patients who exhibit
negative religious coping, it is important to be able to
understand and recognize various forms of religious
coping and to know where to refer patients who need
assistance because of their style of religious coping.
One infrequent but particularly vexing problem is
that of the patient (or family) that refuses, on the
basis of belief in miracles, to authorize limits on
treatment when, from a biomedical perspective, it
has been determined that the patient is close to
death. Sometimes such a refusal is a form of psychological denial. At other times it is an expression of
deep religious faith.45 Understanding the difference
between positive and negative religious coping and
having the knowledge to judge between these states
may help clinicians to sort their way through these
difficult cases. Although research instruments are

available to measure a patient’s religious coping, the
precise clinical usefulness of “diagnosing” patients’
religious coping styles is still, at present, a matter of
prudential judgment and experience in need of a
broader empirical basis.

Patients’ Spiritual Needs
It is not always certain what the precise spiritual
needs of a patient might be. Some might want help
with specific religious rituals. Some might want to
talk to members of their own faith communities
about the meaning of suffering. Still others might
want pastoral counseling regarding their fear of
death. Defining the spiritual needs of patients is a
matter that is being investigated empirically, but
there are, at present, no well-validated research
instruments for this purpose. Several early studies
have demonstrated that large numbers of patients
report a wide spectrum of spiritual needs, and that
meeting spiritual needs is correlated with patient
satisfaction with care and their ratings of the quality
of medical care.46 – 48 More investigation is required
in this area.

Praying With Patients
Some religious patients actually desire that their
physicians pray with them. Interest in this practice
varies significantly from 19% for routine office visits
in one study to 95% before ophthalmologic surgery
in another.49 –51 The clinician’s response to a patient
request for prayer generally depends on the religious
and spiritual beliefs, practices, and circumstances of
both the clinician and the patient. If the patient and
the physician are both religious (and especially if
they are of the same religion), the request can be
met with a simple prayer. Even if they are of
different religions this may be possible. For example,
an Orthodox Jewish physician might be comfortable
offering a short prayer in Hebrew or some very
broadly worded prayer in English for an evangelical
Christian patient. Nonetheless, she might understandably feel offended if asked to lay hands on the
patient’s head and invoke the Holy Spirit.
Some clinicians are uncomfortable praying with
patients.52 Such physicians can respectfully decline,
acknowledging the honor of being trusted enough to
be asked but explaining their reasons for not wishing
to participate (eg, lack of religious conviction, discomfort engaging in a particular style of prayer,
worry about the effect of such intimate sharing on
the physician-patient relationship). Other clinicians
may be willing to do so on a case-by-case basis (eg, in
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the right setting, with someone of his or her own
faith, after some particularly powerful experience
they have shared together, in the presence of a
chaplain).
Still other clinicians actively seek to pray with
patients. Such clinicians should never force prayer
on patients. Health-care professionals need to be
careful not to prey on the vulnerabilities of patients.
For example, it is inappropriate for a surgeon,
without prior patient consent, to pray aloud over a
patient when that patient is on a stretcher on the way
to the operating room, possibly already premedicated. Nonetheless, there should be no objection to
patients and clinicians incorporating prayer into
practice if they have sought each other out through
formal or informal notification, inquiry, and mutual
consent.

Addressing the Needs of Patients Who Are
Spiritual But Not Religious
Identifying and addressing the spiritual needs of
religious patients is difficult enough. Identifying and
addressing the spiritual needs of patients who are not
religious presents even greater obstacles. Nonetheless, according to the broad definition of the spiritual
described earlier, the spiritual needs of patients who
profess no religion ought to be just as significant as
those of religious patients. Nonreligious persons also
grapple with the fundamental spiritual themes of
meaning, value, and relationship, especially at those
times when serious illness raises profound questions
such as whether suffering, death, and even life itself
make sense; about whether the individual has any
ultimate worth; or about the possibility of reconciliation with those one has wronged or by whom one
has been previously hurt. Without immediate recourse to a known set of religious beliefs and traditions or the possibility of referral to the clergy of a
specific denomination, clinicians need to have more
extensive conversations with nonreligious patients in
order to define their needs and understand their
sources of spiritual support. Sometimes a nonreligious person who has drifted from the religion in
which he or she was raised seeks answers (or at least
comfort) in the texts and rituals of his or her religion
of origin. Clinicians and chaplains must tread carefully here, not pushing religiosity but exploring the
patient’s genuine needs. Other patients may have
constructed a syncretistic set of beliefs, practices,
and texts, often combining elements from the Eastern and Western traditions. If such patients belong
to some sort of spiritual community, contacting that
community might be of enormous help in mustering
resources for the patient. If not, trained chaplains are
www.chestjournal.org

often skilled in assisting such patients by meeting
their eclectic needs with an eclectic set of resources.
Still others may have a “closed” or “internal” or
“imminent” sense of the transcendent, and they may
find solace in poetry, music, or art, or may belong to
some sort of humanistic organization.31 Again, without asking, one might not recognize the spiritual
needs of such patients and be unable to assist them
in a time of extraordinary need.

Ethics and Boundary Issues
Proselytizing has no place in the physician-patient
relationship. The vulnerability of the sick and the
power imbalance between clinicians and patients
profoundly limit the range of choices available to
patients. The characteristics of this relationship
never ought to be exploited by clinicians, even for a
noble cause. Religious clinicians, especially, must
remember that spirituality is about a relationship of
mutuality and freedom. Bedside conversions do happen, but if the clinician coerces a spiritual awakening, even subtly, it will not be a conversion based on
the free assent of the patient or marked by the
mutuality that is characteristic of all genuine relationships between the human and the divine. Contradicting the intentions of the proselytizer, it will be
a false conversion.
At the other extreme, however, the fear that their
inquiries might be misinterpreted as proselytizing
may have led many clinicians to assume that avoiding
discussion of spirituality is the safest course. This is
also a morally mistaken view. Although the prevalence varies with the setting, between 33% and 77%
of patients are interested in having clinicians attend
to their spiritual needs.19,46,49,50 As long as the
inquiry is made politely and without presuppositions
about the form of the patient’s response, a question
such as “What role does spirituality or religion play in
your life?” is not offensive. In moments of medical
crisis, one might say, “This sort of illness often raises
very significant questions for patients. How are you
dealing with this in a spiritual sense? Is there
anything I can do to help? Are there resources here
in the hospital or in your community that we can call
on to help you?” No one ought to take umbrage at
such questions.

How Far Should Physicians Pursue
Spiritual Discussions?
One can offer guidance but no formulas concerning spiritual discussions with patients. Algorithmic
thinking is inadequate for traversing the ineffable
CHEST / 135 / 6 / JUNE, 2009

Downloaded from chestjournal.chestpubs.org at University of Chicago on November 3, 2010
© 2009 American College of Chest Physicians

1639

but deeply human terrain of spirituality. Above all,
the safest rule is to follow the patient’s lead. If the
patient indicates that he or she is neither religious
nor spiritual and reports no spiritual needs, the
patient should not be harangued with inquiries about
these topics. In most cases, clinicians will have paid
sufficient attention to the spiritual needs of patients
if they have made inquiries about these needs,
acknowledged their importance, and made appropriate referrals. Physicians should be careful not to
assume that their expertise generalizes to encompass
skill in spiritual care. Most physicians have had little
or no training in these matters. Hospital chaplains
not only have undertaken general theological and
pastoral training, but they often have been certified
as hospital chaplains through additional, intensive
training programs.53 In most cases, the patient’s own
clergy or the hospital chaplains, included as valued
members of the caregiving team, ought to be the
ones who provide the bulk of the spiritual care in the
hospital.
Sometimes, however, clinicians may inadvertently
uncover profound spiritual concerns and be uncertain about what to do next or how to extricate
themselves from the conversation. Basic clinical
judgment is as applicable in discussions of spiritual
matters as it is in other settings. The clinician can
simply say, “It seems that these matters are serious
and important. I’m very glad that I asked. Now we
need to figure out how best to help you. I think it
would be beneficial if a member of our pastoral care
staff, Reverend Jones, were to come to see you. If it
is OK with you I will let her know that we’ve had this
conversation and let her take it from here.”

simply be irrelevant to both parties. However,
if the parties do not consider the question
irrelevant despite their lack of belief; if they
consider themselves spiritual despite their lack
of theism, things may be at their most complex.
Without any sense of common language or
organizing principle for their beliefs, or even
rudimentary understanding of the beliefs of the
other as an identifiable and organized religion
with an accompanying spirituality, it will be
extraordinarily difficult to engage in spiritual
conversation. They will have to struggle to find a
way to speak to each other about their important
spiritual concerns.
3. When the patient is religious and the healthcare professional is not, the physician should
take the initiative to make inquiries about the
patient’s religious beliefs and to be supportive
and perhaps even to be encouraging of that
patient’s beliefs. Even an atheist clinician, who
rejects the very possibility of transcendent or
spiritual meaning, can know something about
various religions and their belief systems and
engage patients in fruitful discussions about
these beliefs.
4. When the health-care professional is religious
and the patient is not, a situation that statistics
would predict is the least common of the four
scenarios, the situation is most risky with respect to proselytizing. As I argued earlier, such
clinicians should open up the question of spiritual needs with such patients but then follow
the patient’s lead in further conversation and
inquiry, always respecting the patient’s freedom to believe or not to believe.

Concordance and Discordance
A simple (and admittedly, somewhat simplistic)
way of examining the issues involved in raising
spiritual issues with patients in a pluralistic society
such as our own would be to look at four possible
patient-clinician dyads.54
1. When the health-care professional is religious
and the patient is also religious, then both
should be able to talk about religion in relationship to healing. Some studies55 have predicted
that such concordance in religiosity (but not
necessarily in religion) will be the most common situation. The theoretical problems in
such cases are only over differences in denomination and in strength of belief.
2. When neither the health-care professional nor
the patient is religious, then things might appear to be at their simplest. If neither party is
interested in things spiritual, the issue will

Conclusion
I have briefly touched on a wide range of religious
and spiritual concerns in health care. This is only the
beginning of such a discussion, not the end. Much
more needs to be studied and much more needs to
be taught. But the time has passed when the
spiritual concerns of patients can be ignored as
irrelevant to good medical care. I hope that this
article helps clinicians to understand how attention to the spiritual and religious needs of patients
can be incorporated fruitfully into 21st century
health care.

References
1 Sulmasy DP. The rebirth of the clinic: an introduction to
spirituality in health care. Washington, DC: Georgetown
University Press, 2006; 60 – 88

1640

Medical Ethics

Downloaded from chestjournal.chestpubs.org at University of Chicago on November 3, 2010
© 2009 American College of Chest Physicians

2 Matsumoto M, Inoue K, Kajii E. Words of Tohkaku Wada:
medical heritage in Japan. J Med Ethics 2001; 27:55–58
3 Hinohara S. Medicine and religion: spiritual dimension of
health care. Hum Health Care 2001; 1:E2
4 Hansen W. Eye on religion: Shinto and the Japanese attitude
toward healing. South Med J 2007; 100:118 –119
5 Mizuno T, Slingsby BT. Eye on religion: considering the
influence of Buddhist and Shinto thought on contemporary
Japanese bioethics. South Med J 2007; 100:115–117
6 Stonington S, Ratanakul P. Is there a global bioethics?
End-of-life in Thailand and the case for local difference.
PLoS Med 2006; 3:e439
7 Keown D. End of life: the Buddhist view. Lancet 2005;
366:952–955
8 Amundsen D. Medicine, society and faith in the ancient and
medieval worlds. Baltimore, MD: Johns Hopkins University
Press, 1996; 127–157
9 Sloan RP. Blind faith: the unholy alliance of religion and
medicine. New York, NY: St. Martin’s Press, 2006
10 Churchland PS. Human dignity from a neurophilosophical
perspective. In: Pellegrino E, ed. Human dignity and bioethics. Washington, DC: The President’s Council on Bioethics,
2008; 99 –121
11 Hermsen MA, ten Have HA. Pastoral care, spirituality, and
religion in palliative care journals. Am J Hosp Palliat Care
2004; 21:353–356
12 Weaver AJ, Flannelly KJ, Oppenheimer JE. Religion, spirituality, and chaplains in the biomedical literature: 1965–2000.
Int J Psychiatry Med 2003; 33:155–161
13 Weaver AJ, Flannelly LT, Flannelly KJ. A review of research
on religious and spiritual variables in two primary gerontological nursing journals: 1991 to 1997. J Gerontol Nurs 2001;
27:47–54
14 Chattopadhyay S. Religion, spirituality, health and medicine:
why should Indian physicians care? J Postgrad Med 2007;
53:262–266
15 Kosmin BA, Mayer E. American religious identification
survey, 2001. Available at: http://www.gc.cuny.edu/faculty/
research_briefs/aris.pdf. Accessed January 26, 2009
16 Pew Forum on Religion and American Life. US religious
landscape survey. Available at: http://religions.pewforum.org/
reports#. Accessed January 26, 2009
17 Allport GW, Ross JM. Personal religious orientation and
prejudice. J Pers Soc Psychol 1967; 5:432– 443
18 Sulmasy DP. Spiritual issues in the care of dying patients:
“. . . it’s OK between me and God.” JAMA 2006; 296:1385–
1392
19 Ehman JW, Ott B, Short TH, et al. Do patients want
physicians to inquire about their spiritual or religious beliefs
if they become gravely ill? Arch Intern Med 1999; 159:1803–
1806
20 Puchalski CM. Spirituality and end-of-life care: a time for
listening and caring. J Palliat Med 2002; 5:289 –294
21 Maugans TA. The SPIRITual history. Arch Fam Med 1996;
5:11–16
22 Curlin FA, Roach CJ. By intuitions differently formed: how
physicians assess and respond to spiritual issues in the clinical
encounter. Am J Bioeth 2007; 7:19 –20
23 Hummer RA, Rogers RG, Nam CB, et al. Religious involvement and US adult mortality. Demography 1999; 36:273–285
24 Koenig HG, Hays JC, Larson DB, et al. Does religious
attendance prolong survival? A six-year follow-up study of
3,968 older adults. J Gerontol A Biol Sci Med Sci 1999;
54:M370 –M376
25 McBride JL, Arthur G, Brooks R, et al. The relationship
between a patient’s spirituality and health experiences. Fam
Med 1998; 30:122–126
www.chestjournal.org

26 Oman D, Reed D. Religion and mortality among the
community-dwelling elderly. Am J Public Health 1998; 88:
1469 –1475
27 Strawbridge WJ, Cohen RD, Shema SJ, et al. Frequent
attendance at religious services and mortality over 28 years.
Am J Public Health 1997; 87:957–961
28 Gillum RF, King DE, Obisesan TO, et al. Frequency of
attendance at religious services and mortality in a US national
cohort. Ann Epidemiol 2008; 18:124 –129
29 McCauley J, Tarpley MJ, Haaz S, et al. Daily spiritual
experiences of older adults with and without arthritis and the
relationship to health outcomes. Arthritis Rheum 2008; 59:
122–128
30 Koenig HG. Religion and remission of depression in medical
inpatients with heart failure/pulmonary disease. J Nerv Ment
Dis 2007; 195:389 –395
31 Taylor C. A secular age. Cambridge, MA: Belknap Press of
Harvard University Press, 2006
32 Sulmasy DP. A balm for Gilead: meditations on spirituality
and the healing arts. Washington, DC: Georgetown University Press, 2006; 1– 8
33 Curlin FA, Lawrence RE, Chin MH, et al. To die, to sleep:
US physicians’ religious and other objections to physicianassisted suicide, terminal sedation, and withdrawal of life
support. Am J Hosp Palliat Care 2008; 25:112–120
34 Suarez-Almazor ME, Newman C, Hanson J, et al. Attitudes of
terminally ill cancer patients about euthanasia and assisted
suicide: predominance of psychosocial determinants and beliefs over symptom distress and subsequent survival. J Clin
Oncol 2002; 20:2134 –2141
35 Wilson KG, Scott JF, Graham ID, et al. Attitudes of terminally ill patients toward euthanasia and physician-assisted
suicide. Arch Intern Med 2000; 160:2454 –2460
36 Emanuel EJ, Fairclough DL, Emanuel LL. Attitudes and
desires related to euthanasia and physician-assisted suicide
among terminally ill patients and their caregivers. JAMA
2000; 284:2460 –2468
37 Heeren O, Menon AS, Raskin A, et al. Religion and end of life
treatment preferences among geriatric patients. Int J Geriatr
Psychiatry 2001; 16:203–208
38 Clarfield AM, Monette J, Bergman H, et al. Enteral feeding
in end-stage dementia: a comparison of religious, ethnic, and
national differences in Canada and Israel. J Gerontol A Biol
Sci Med Sci 2006; 61:621– 627
39 Johnson KS, Elbert-Avila KI, Tulsky JA. The influence of
spiritual beliefs and practices on the treatment preferences of
African Americans: a review of the literature. J Am Geriatr
Soc 2005; 53:711–719
40 Curlin FA, Lawrence RE, Chin MH, et al. Religion, conscience, and controversial clinical practices. N Engl J Med
2007; 356:593– 600
41 Pargament KI, Koenig HG, Perez LM. The many methods of
religious coping: development and initial validation of the
RCOPE. J Clin Psychol 2000; 56:519 –543
42 Burker EJ, Evon DM, Sedway JA, et al. Religious and
non-religious coping in lung transplant candidates: does
adding God to the picture tell us more? J Behav Med 2005;
28:513–526
43 Pargament KI, Koenig HG, Tarakeshwar N, et al. Religious
struggle as a predictor of mortality among medically ill elderly
patients: a 2-year longitudinal study. Arch Intern Med 2001;
161:1881–1885
44 Fitchett G, Murphy PE, Kim J, et al. Religious struggle:
prevalence, correlates and mental health risks in diabetic,
congestive heart failure, and oncology patients. Int J Psychiatry Med 2004; 34:179 –196
45 Sulmasy DP. Distinguishing denial from authentic faith in
CHEST / 135 / 6 / JUNE, 2009

Downloaded from chestjournal.chestpubs.org at University of Chicago on November 3, 2010
© 2009 American College of Chest Physicians

1641

46

47
48
49
50

miracles: a clinical-pastoral approach. South Med J 2007;
100:1268 –1272
Astrow AB, Wexler A, Texeira K, et al. Is failure to meet
spiritual needs associated with cancer patients’ perceptions of
quality of care and their satisfaction with care? J Clin Oncol
2007; 25:5753–5727
Clark PA, Drain M, Malone MP. Addressing patients’ emotional
and spiritual needs. Jt Comm J Qual Saf 2003; 29:659 – 670
Daaleman TP, Williams CS, Hamilton VL, et al. Spiritual care
at the end of life in long-term care. Med Care 2008; 46:85–91
MacLean CD, Phifer SB, Schultz L, et al. Patient preference
for physician discussion and practice of spirituality. J Gen
Intern Med 2003; 18:38 – 43
King DE, Bushwick B. Beliefs and attitudes of hospital inpatients
about faith healing and prayer. J Fam Pract 1994; 39:349 –352

51 Siatkowski RM, Cannon SL, Farris BK. Patients’ perception
of physician-initiated prayer prior to elective ophthalmologic
surgery. South Med J 2008; 101:138 –141
52 Lo B, Kates LW, Ruston D, et al. Responding to requests
regarding prayer and religious ceremonies by patients near the
end of life and their families. J Palliat Med 2003; 6:409 – 415
53 Piderman KM, Marek DV, Jenkins SM, et al. Patients’
expectations of hospital chaplains. Mayo Clin Proc 2008;
83:58 – 65
54 Sulmasy DP. The healer’s calling: a spirituality for physicians
and other health care professionals. New York, NY: Paulist
Press, 1997; 61– 62
55 Curlin FA, Lantos JD, Roach CJ, et al. Religious characteristics of US physicians: a national survey. J Gen Intern Med
2005; 20:629 – 634

1642

Medical Ethics

Downloaded from chestjournal.chestpubs.org at University of Chicago on November 3, 2010
© 2009 American College of Chest Physicians

Spirituality, Religion, and Clinical Care
Daniel P. Sulmasy
Chest 2009;135; 1634-1642
DOI 10.1378/chest.08-2241
This information is current as of November 3, 2010
Updated Information & Services
Updated Information and services can be found at:
http://chestjournal.chestpubs.org/content/135/6/1634.full.html
References
This article cites 46 articles, 16 of which can be accessed free at:
http://chestjournal.chestpubs.org/content/135/6/1634.full.html#ref-list-1
Permissions & Licensing
Information about reproducing this article in parts (figures, tables) or in its entirety can be
found online at:
http://www.chestpubs.org/site/misc/reprints.xhtml
Reprints
Information about ordering reprints can be found online:
http://www.chestpubs.org/site/misc/reprints.xhtml
Citation Alerts
Receive free e-mail alerts when new articles cite this article. To sign up, select the
"Services" link to the right of the online article.
Images in PowerPoint format
Figures that appear in CHEST articles can be downloaded for teaching purposes in
PowerPoint slide format. See any online figure for directions.

Downloaded from chestjournal.chestpubs.org at University of Chicago on November 3, 2010
© 2009 American College of Chest Physicians

